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National Stroke Awareness 
Month — May 2007 


May is National Stroke Awareness Month. During 2007, 
an estimated 700,000 persons in the United States will 
have a stroke, and approximately 160,000 will die from 
stroke (/). Stroke is a leading cause of serious long-term 
disability, with estimated direct and indirect costs total- 
ing $62.7 billion (J). 

Preventing and controlling stroke risk factors (e.g., high 
blood pressure, heart disease, atrial fibrillation, high blood 
cholesterol levels, diabetes, tobacco use, alcohol use, physi- 
cal inactivity, and obesity) are the most important steps 
in reducing a person’s risk for having a stroke (2). Recog- 
nizing the warning signs of stroke and immediately call- 
ing for emergency medical care are critical to preventing 
death and disability in persons having a stroke. 

CDC supports programs in 32 states and the District of 
Columbia that emphasize multiple strategies for targeting 
stroke and its risk factors in various settings and for ensuring 
that patients receive quality care. CDC funds four state-based 
stroke registries in the Paul Coverdell National Acute Stroke 
Registry. The long-term goal of this program is to ensure 
that all persons in the United States receive the 
highest quality acute stroke care that is available to reduce 
untimely deaths, prevent disability, and avoid recurrent 
strokes. Additional information about this program and 
information about stroke warning signs, prevention, and 
care is available at http://www.cdc.gov/stroke, http://www. 
strokeassociation.org, http://www.stroke.org, and hetp:// 
www.ninds.nih.gov. 


References 

1. American Heart Association. Heart disease and stroke statistics— 
2007 update. Dallas, TX: American Heart Association; 2007. Avail- 
able at http://www.americanheart.org. 

2. Goldstein LB, Adams R, Alberts MJ, et al. Primary prevention of 
ischemic stroke. Stroke 2006;37:1583-634. 


Prevalence of Stroke — 
United States, 2005 


Stroke is the third most common cause of death in the 
United States (/). Stroke also results in substantial health-care 
expenditures; the mean lifetime cost resulting from an ischemic 
stroke is estimated at $140,000 per patient (/). Nationwide, 
costs related to stroke are expected to reach an estimated $62.7 
billion in 2007 (7). Stroke death rates are higher in the south- 
eastern United States, compared with other regions of the 
country; blacks, American Indians/Alaska Natives (AI/ANs), 
Asians/Pacific Islanders, and Hispanics die from stroke at 
younger ages than whites (/—3). Regional and national data 
on self-reported stroke prevalence have been published previ- 
ously (/,4); however, state-specific prevalence data for per- 
sons with a history of stroke have not. To provide national-level 
stroke prevalence estimates by age group, sex, race/ethnicity, 
and education level and overall prevalence estimates for each 
of the 50 states, the U.S. Virgin Islands (USVI), the District 
of Columbia (DC), and Puerto Rico, CDC analyzed data from 
the 2005 Behavioral Risk Factor Surveillance System (BRFSS) 
survey. This report summarizes the results of that analysis and 
provides the first state-based prevalence estimates of stroke. 
The results indicated that, in 2005, substantial differences 
existed in the prevalence of stroke by state/territory, race/ 
ethnicity, age group, and education level. To lower the inci- 
dence of stroke and meet the Healthy People 2010 objective* 


to reduce stroke deaths (objective no. 12-7) and the overall 





* Additional information available at http://www.cdc.gov/dhdsp/library/hp2010 
index.htm. 
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goal to eliminate health disparities, public health programs 
should augment stroke risk-factor prevention and educational 
measures in disproportionately affected regions and popula- 
tions. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized, U.S. civilian population aged 
>18 years and is administered by state health departments in 
collaboration with CDC. In 2005, the median response rate 
among states, based on Council of American Survey and 
Research Organizations guidelines, was 51.1% (range: 34.6% 
67.4%). This rate accounts for the efficiency of the telephone 
sampling method used and participation rates among eligible 
respondents who were contacted. A total of 356,112 respon- 
dents from all 50 states, DC, Puerto Rico, and USVI partici- 
pated in the survey. State (including DC) and territory sample 
sizes ranged from 2,422 (USVI) to 23,302 (Washington). The 
racial/ethnic national sample sizes ranged from 5,535 (AI/ANs) 
to 279,419 (whites). All prevalence estimates in this report 
have a numerator >50 and a relative standard error <30% to 
ensure that estimates are stable. 

Survey respondents answered the question, “Has a doctor 


or other health professional ever told you that you had a 


stroke?” Differences in prevalence were assessed by age group, 


sex, race/ethnicity, education level, and state or territory of 
residence. Data were weighted to reflect the population aged 
>18 years in each state and territory and were age adjusted to 
the 2000 U.S. standard population to allow for more mean 
ingful comparisons between states and between demographic 
groups. The weighted state prevalence values were used to 
estimate the number of persons with a history of stroke in 
various demographic groups and in each state or territory. 
Respondents provided racial/ethnic identification; those who 
identified themselves as multiracial were included in a sepa 
rate Category. 

In 2005, 2.6% (95% confidence interval [CI] = 2.5—2.7) of 
noninstitutionalized U.S. adults (approximately 5,839,000 
persons) had a history of stroke (Table 1). The prevalence of 
stroke increased with age: 8.1% of respondents aged >65 years 
reported a history of stroke, compared with 0.8% of persons 
aged 18—44 years. The prevalence of stroke among men (2.7% 
and women (2.5%) was similar. Among persons with less than 
12 years of education, 4.4% reported a history of stroke 
approximately twice the proportion among college graduates 
(1.8%). 

he overall prevalences of stroke among Al/ANs (6.0%), 


multiracial persons (4.6%), and blacks (4.0%) were higher 
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TABLE 1. Percentage of respondents aged >18 years who reported a history of stroke, by selected characteristics — Behavioral 


Risk Factor Surveillance System, United States, 2005 





Total no. of 


Characteristic respondents* 


Prevalence of stroke 


Estimated no. of U.S. residents 


(%)* (95% CIS) with a history of stroke 





Age group (yrs) 
18-44 128,328 
45-64 137,738 

>65 87,351 

Sex! 

Men 136,201 
Women 219,911 
Race/Ethnicity? 

White, non-Hispanic 

Black, non-Hispanic 
Asian/Pacific Islander 
Hispanictt 

American Indian/Alaska Native 
Multiracial 


279,419 
27,925 
5,974 
25,539 
5,535 
6,519 
Education" 
Less than 12 years 
High school graduate 
Some college 
College graduate 


Total 


38,202 
109,830 
93,228 
113,944 


356,112 


852,000 
1,926,000 
3,036,000 


(0.8) (0.7-0.9) 
2.7) (2.5-2.9) 
(8.1) (7.7-8.5) 


(2.7) (2.5-2.8) 
(2.5) (2.4-2.7) 


2,694,000 
3,145,000 


(2.3) (2.3-2.4) 
(4.0) (3.6—4.5) 
(1.6)** (1.0—2.7) 
(2.6) (2.1—3.3) 
(6.0) (4.5-7.8) 
(4.6) (3.7-5.6) 


4,017,000 
772,000 
60,000 
616,000 
126,000 
136,000 


(4.4) (4.0-4.9) 
(2.6) (2.5-2.8) 
(2.7) (2.5-2.9) 
(1.8) (1.6-1.9) 


(2.6) (2.5-2.7) 


1,365,000 
1,863,000 
1,474,000 
1,108,000 


5,839,000 





* The sums of the sample sizes in each category might not add up to the total number of respondents because of unknown or missing information. 


t Weighted percentage of respondents who reported a history of stroke. 
§ Confidence interval. 


1 Weighted percentages are age adjusted to the 2000 U.S. standard population 
** The relative standard error of this estimate is 20%-—30% and should be interpreted with caution. 


TT Might be of any race 


than the prevalence among whites (2.3%). The prevalences of 


stroke among Asians/Pacific Islanders (1.6%) and Hispanics 
(2.6%) were similar to the prevalence among whites. 

The prevalence of stroke ranged from 1.5% in Connecticut 
to 4.3% in Mississippi (Table 2). States and territories with 
the highest prevalence of stroke had approximately twice the 
prevalence of those with the lowest (Figure). Wyoming, with 


an estimated state population of 509,000 in 2005, had the 


lowest estimated number of persons reporting a history of 


stroke (10,000); California, with an estimated population of 


approximately 36 million in 2005, had the highest (641,000). 
Reported by: /R Neyer, KJ Greenlund, PhD, CH Denny, PhD, NI 
Keenan, PhD, M Casper, PhD, DR Labarthe, MD, PhD, JB Croft, 


PhD, Div for Heart Disease and Stroke Prevention, National Center 


for Chronic Disease Prevention and Health Promotion, CDC. 


Editorial Note: This report provides the first state-based esti- 
mates of the prevalence of persons with a history of stroke in 
the United States. The results indicate that, in 2005, substan- 
tial differences existed in the prevalence of stroke by race/ 
ethnicity, education level, and state/area of residence. The 
results also exhibit variation among states, with an approxi- 
mately twofold difference between states with the highest and 


lowest prevalence estimates. The overall prevalence estimate 


of 2.6% and race/ethnicity-specific estimates in this report 


are comparable to previously published national stroke preva- 
lence data (/). In addition, the finding that many states with 
high prevalence estimates are concentrated in the southeast 
corresponds to the high rates of stroke mortality observed in 
this region, which has been traditionally called the “stroke 
belt” (2). However, certain states (Illinois, Michigan, Missouri, 
Nevada, Texas, and West Virginia) in other U.S. regions also 
had prevalence estimates >3.0%, among the highest in the 
country. 

Two factors contribute to stroke prevalence: stroke incidence 
(i.e., new cases) and survival rates after cerebrovascular events. 
Data on stroke incidence and long-term survival are limited 
(5); thus, assessing the relative contribution of these two fac- 
tors is difficult. Improved surveillance for stroke, including 
data to determine incidence, survival, and type of stroke, would 
be useful to better understand the causes of the disparities 
described in this report (5). 

Several studies have hypothesized that the geographic and 
racial/ethnic variation in stroke prevalence and mortality might 
be attributed to variation in the amounts of trace elements in 
the environment, inconsistencies in the accuracy of stroke 
vital statistics data, migration patterns, and differences in the 
prevalence of stroke risk factors (2,6,7). A simple explanation 
for the observed variations remains elusive; however, one likely 
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TABLE 2. Percentage of respondents aged >18 years who reported a history of stroke, by state/area — Behavioral Risk Factor 
Surveillance System, United States, 2005 





Weighted, age-adjusted 

Total no. of prevalence of stroke Estimated no. of residents 
State/Area respondents (%)* (95% Cit) with a history of stroke§ 
Alabama 3,197 (3.2) (2.7-3.9) 117,000 
Alaska 2,813 (2.5) (1.7-3.5) 8,000 
Arizona 4,710 (2.1) (1.6—2.6) 88,000 
Arkansas 5,280 (3.0) (2.5-3.4) 63,000 
California 6,134 (2.6) (2.1-—3.2) 641,000 
Colorado 5,979 (1.7) (1.4—2.0) 49,000 
Connecticut 5,254 (1.5) (1.2-—1.9) 45,000 
Delaware 4,192 (2.6) (2.1—3.3) 17,000 
District of Columbia 3,743 (3.4) (2.7-4.2) 14,000 
Florida 8,190 (2.8) (2.4—3.3) 432,000 
Georgia 6,064 (2.9) (2.4—3.4) 164,000 
Hawaii 6,416 (2.8) (2.3-3.4) 28,000 
idaho 5,734 (2.4) (2.0-2.9) 24,000 
Illinois 5,077 (3.0) (2.3-3.8) 278,000 
Indiana 5,635 (2.5) (2.1-3.0) 119,000 
lowa 5,051 (2.6) (2.2-3.1) 67,000 
Kansas 8,626 (2.3) (2.0—2.6) 49,000 
Kentucky 6,628 (3.1) (2.7-3.7) 102,000 
Louisiana 2,936 (3.3) (2.6—4.0) 91,000 
Maine 3,960 (2.4) (2.0-2.9) 27,000 
Maryland 8,632 (2.1) (1.8-2.5) 89,000 
Massachusetts 8,906 (2.1) (1.8-2.6) 111,000 
Michigan 12,136 (3.0) (2.6—3.3) 225,000 
Minnesota 2,829 (1.7) (1.3-2.2) 65,000 
Mississippi 4,439 (4.3) (3.6—5.0) 91,000 
Missouri 5,164 (3.1) (2.7-3.7) 147,000 
Montana 4,983 (2.1) (1.7-2.5) 16,000 
Nebraska 8,332 (2.2) (1.9-2.6) 31,000 
Nevada 3,161 (3.2) (2.3-—4.4) 51,000 
New Hampshire 6,038 (2.6) (2.2—3.1) 26,000 
New Jersey 13,663 (2.1) (1.8-2.4) 146,000 
New Mexico 5,585 (2.2) (1.8-2.6) 31,000 
New York 7,796 (2.4) (1.9-3.0) 365,000 
North Carolina 17,261 (2.8) (2.5—3.0) 179,000 
North Dakota 4,010 (1.8) (1.5-2.2) 10,000 
Ohio 7,498 (2.3) (1.9-2.7) 207,000 
Oklahoma 13,707 (3.4) (3.0—3.8) 95,000 
Oregon 12,015 (2.5) (2.2-2.8) 72,000 
Pennsylvania 13,378 (2.2) (1.9-2.5) 237,000 
Rhode Island 3,976 (2.1) (1.7-2.6) 19,000 
South Carolina 8,440 (2.9) (2.6—3.3) 96,000 
South Dakota 6,915 (2.6) (2.2—3.0) 16,000 
Tennessee 4,749 (3.1) (2.6—3.7) 142,000 
Texas 6,512 (3.0) (2.6—3.4) 455,000 
Utah 5.137 (2.6) (2.1-3.1) 34,000 
Vermont 76 (2.1) (1.8-2.5) 11,000 
Virginia 49 (2.7) (2.2-3.2) 146,000 
Washington 302 (2.4) (2.2-2.6) 108,000 
West Virginia 3,553 (3.0) (2.5-3.6) 48,000 
Wisconsin 4,900 (1.9) (1.5-2.4) 81,000 
Wyoming 5,009 (1.9) (1.5-2.3) 7,000 
Puerto Rico 3,789 (1.9) (1.5-2.4) 54,000 
U.S. Virgin Islands 2,422 —i 








Total 356,112 (2.6) (2.5-2.7) 5,839,000 


* Weighted percentages are age standardized to the 2000 U.S. standard population 
. Confidence interval 





, Estimated number of persons in each state/area with a history of stroke (rounded to the nearest thousand), based on 2000 U.S. standard population 
Data omitted because they have a relative standard error >30% or a numerator of <50 respondents 
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FIGURE. Percentage of respondents aged >18 years who 
reported a history of stroke, by state/area — Behavioral Risk 
Factor Surveillance System, United States, 2005* 
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* Age adjusted to the 2000 U.S. standard population of adults. 


explanation for the geographic variation in stroke prevalence 
described in this report is variation in the proportion of the 
population with risk factors for stroke and heart disease. In a 
2003 BRFSS analysis, the prevalence of having two or more 
of the major, modifiable risk factors for stroke and heart dis- 
ease (e.g., high blood pressure, high blood cholesterol levels, 
diabetes, current smoking, physical inactivity, or obesity) was 
above the median value of 36.0% in 18 of the 19 states/areas 
with the highest stroke prevalence estimates in this 2005 analy- 
sis (6). Reasons for the geographic variation in the prevalence 
of risk factors for stroke are complex and might be attributed 
to a combination of factors (e.g., cultural norms for diet and 
exercise, poverty and lack of economic opportunity, social iso- 
lation, and regional differences in access to health care and 
preventive services) (2). The geographic distribution of racial/ 
ethnic groups alone does not account for the geographic varia- 
tion in stroke mortality (2). To further define and explain the 
underlying causes of these differences, additional studies are 
needed, including small-area analyses, in-depth interviews, 
more precise prevalence estimates by race/ethnicity, quality- 
of-care assessments, and recorded health outcomes. One such 
study that is under way is the Reasons for Geographic and 
Racial Differences in Stroke Study (REGARDS), a national 
population-based, longitudinal study designed to determine 
the causes of excess mortality in the southeast United States 
and among blacks (7). 

As with the geographic variations in stroke prevalence, the 
disparities observed among racial/ethnic groups are likely 
attributed, in part, to differences in the proportion of these 
population groups with risk factors for stroke. For example, 


in a recent analysis, AI/AN men had a higher prevalence of 
hypertension and hypercholesterolemia than any other racial/ 
ethnic group, and Al/AN men and women had the highest 
prevalence of obesity, current smoking, and diabetes (8). How- 
ever, the AI/AN group is diverse, and national-level data on 
stroke incidence, prevalence, and mortality for AI/ANs are 
limited (3). Similarly, blacks have a much higher prevalence 
of hypertension and diabetes and are less likely to have blood 
pressure controlled or diabetes treated than whites (/). Risk 
factor information for the multiracial group is limited because 
the multiracial category has only recently been included in 
large, population-based analyses. 

The findings in this report are subject to at least four limi- 
tations. First, BRFSS data are based on self-reported informa- 
tion and are subject to recall bias and misinterpretation of the 
term “stroke.” Differential recall of stroke or ability to report 
a history of stroke by telephone interview could affect the 
disease prevalence estimates. Despite this limitation, self- 
reported disease history is used routinely to provide stroke 
prevalence estimates (/,3,4). Second, BRFSS does not include 
persons living in nursing homes, prisons, military bases, or 


other institutions, populations whose inclusion might alter 


stroke prevalence estimates for the entire population. Third, 
BRFSS is limited to households with land-line telephones and 
does not include persons who do not have telephones or who 
use cellular telephones exclusively. Finally, the BRFSS response 
rate was low; however, the prevalence estimates are accurate 
when compared with other surveys and other modes of sur- 
vey administration (e.g., in-person interviews) (9). 

CDC has formed local, state, national, and international 
partnerships to help control risk factors in susceptible popu- 
lations, reduce the incidence of stroke, and achieve the nation’s 
Healthy People 2010 health objectives. For example, the 
National Forum for Heart Disease and Stroke Prevention, 
which comprises nearly 80 organizations, is working toward 
implementing A Public Health Action Plan to Prevent Heart 
Disease and Stroke.$ In addition, the CDC State Heart Dis- 
ease and Stroke Prevention Program funds health departments 
in 32 states and DC to support stroke prevention through 
education, strategies to change physical and social environ- 
ments, and programs to help eliminate racial/ethnic dispari- 
ties in stroke risk. CDC also funds 15 WISEWOMAN 
projects, which aim to prevent heart disease and stroke by 
providing low-income, underinsured, and uninsured women 
aged 40—64 years with opportunities for lifestyle interventions, 


referral services, and screening for chronic disease risk factors; 





Additional information available at http://www.cdc.gov/dhdsp/library/ 
action_plan/index.htm. 
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approximately 12,000 women have received services through 


WISEWOMAN during the past 4 years. Since 2000, 


WISEWOMAN has identified approximately 5,783 cases of 


previously undiagnosed hypertension, 6,286 cases of undiag- 
nosed high cholesterol, and 800 cases of undiagnosed diabetes. ! 

Since 1999, REACH 2010, a program funded by the U.S. 
Department of Health and Human Services, has supported 
several community-based projects that target racial/ethnic 
groups disproportionately affected by certain diseases. For 
example, the Choctaw Nation Project in Oklahoma and the 
Chugachmiut Native Organization in Alaska were both 
developed to address the burden of heart disease and stroke 
among AI/ANs. In Louisiana, the Black Women’s Health 
Imperative has provided access to clinical preventive services 
for nearly 4,000 persons and improved the recognition of risk 
factors for heart disease and stroke in the communities it 
serves.** 

lhe findings in this report indicate that, in 2005, the preva- 
lence of stroke varied by education level, race/ethnicity, and 
state/territory. These data can help health planners (e.g., policy 
makers and public health officials) better target prevention 
resources to groups with disproportionately high stroke preva- 
lence. The importance of preventing and controlling risk fac- 
tors (e.g., high blood pressure, heart disease, atrial fibrillation, 
high blood cholesterol levels, diabetes, tobacco use, alcohol 
use, physical inactivity, and obesity) to reduce the risk for stroke 
is well-established (/0). In communities, policies that reduce 
tobacco exposure and promote healthy living (e.g., better 
access to healthy foods, school and worksite health education, 
and environments that are safe for and conducive to physical 
activity) can contribute to the prevention of stroke and other 
cardiovascular diseases. Finally, measures that improve recog- 
nition of the early signs of stroke and timely access to emer- 


gency stroke care can minimize the effects of strokes. 
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Prehospital and Hospital 
Delays After Stroke Onset — 
United States, 2005-2006 


Each year approximately 700,000 persons in the United 
States have a new or recurrent stroke; of these persons, 
15%-30% become permanently disabled, and 20% require 
institutionalization during the first 3 months after the stroke 
(1). The severity of stroke-related disability can be reduced if 
timely and appropriate treatment is received (2). Patients with 
ischemic stroke may be eligible for treatment with intrave- 
nous thrombolytic (i.e., tissue plasminogen activator [t-PA]) 
therapy within 3 hours of symptom onset (3). Receipt of this 
treatment usually requires patients to recognize stroke symp- 


toms and receive prompt transport to a hospital emergency 


department (ED), where timely evaluation and brain imag- 


ing (i.e., computed tomography or magnetic resonance imag- 
ing) can take place. For patients eligible for t-PA, evidence 
suggests that the earlier patients are treated after the onset of 
symptoms the greater the likelihood of a more favorable out- 
come (4). In 2001, Congress established the Paul Coverdell 
National Acute Stroke Registry to measure and track the qual- 
ity of care provided to acute stroke patients (5). To assess 
prehospital delays from onset of stroke symptoms to ED 
arrival and hospital delays from ED arrival to receipt of brain 
imaging, CDC analyzed data from the four states participat- 


ing in the national stroke registry. The results of that analysis 
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indicated that fewer than half (48.0%) of stroke patients for 
whom onset data were available arrived at the ED within 
2 hours of symptom onset, and prehospital delays were shorter 
for persons transported to the ED by ambulance (i.e., emer- 
gency medical services) than for persons who did not receive 
ambulance transport. The interval between ED arrival and 
brain imaging also was significantly reduced for those arriv- 
ing by ambulance. More extensive public education is needed 
regarding early recognition of stroke and the urgency of tele- 
phoning 9-1-1 to receive ambulance transport. Shortening 
prehospital and hospital delays will increase the proportion of 
ischemic stroke patients who are eligible to receive t-PA therapy 
and reduce their risk for severe disability from stroke. 

Data from the Paul Coverdell National Acute Stroke Regis- 
try were analyzed from the 142 hospitals participating in the 
four registry states (Georgia, Illinois, Massachusetts, and North 
Carolina). Hospital participation is voluntary, and each state 
has devised a process to select representative hospitals. Par- 
ticipating hospitals must collect data on all stroke patients 
admitted to the hospital during a collection period of at least 
6 months of the year. Time of stroke symptom onset is based 


on patient and bystander information and is recorded in the 


registry. During January 1, 2005—September 30, 2006, these 
142 hospitals collected data on 23,249 patients who experi- 
enced stroke or exhibited transient ischemic attack signs or 
symptoms defined by /nternational Classification of Diseases, 
Ninth Revision, Clinical Modification discharge diagnosis codes 
430-436. Excluded were patients who were institutionalized, 
resided in nursing homes, experienced strokes in the hospital, 
were not admitted to the hospital through its ED, or were 
hospital transfers, resulting in 17,643 patients for analysis. 
For this analysis, two temporal measures were used to 
reflect transport and brain imaging delays. Both are standard 
process measures used by the Coverdell registry. To reflect de- 
lays in transport, the proportion of patients who arrived at 
the ED within 2 hours of symptom onset was used. To reflect 
delays in imaging, the proportion of patients who received 
imaging within | hour of arrival in the ED among patients 
who arrived at the ED within 2 hours of symptom onset was 
used. These measures are derived from the 3-hour clinical 
window after symptom onset within which patients with 
ischemic stroke may be eligible for intravenous t-PA therapy. 
To enable comparison among groups, median times from 
symptom onset to ED arrival and from ED arrival to imaging 
also were calculated. The American Stroke Association has rec- 
ommended a goal for patients to receive evaluation and a deci- 
sion on treatment within 60 minutes of arrival in the ED (3). 
The significance of age-group differences by race and sex 


was analyzed using the ¢ test. To determine whether racial dis- 


parities occurred in prehospital and hospital delays, white 
patients were compared with black or African American* 
patients; other racial/ethnic groups were too small in number 
for analysis. Mode of arrival at the ED was recorded as ambu- 
lance, nonambulance, and unknown. The chi-square test was 
used to examine the significance of differences in characteris- 
tics between patients arriving at the ED within 2 hours of 
symptom onset, compared with those arriving more than 
2 hours after symptom onset. The chi-square test also was 
used to examine the differences in characteristics between 
patients receiving brain imaging within 1 hour of ED arrival 
compared with those who received imaging after 1 hour of 
arrival, among those patients who arrived in the ED within 
2 hours of symptom onset. The Wilcoxon test was used to 
determine significance in differences in median times between 
groups; median times were restricted to <24 hours (6,7). 

Among the 17,643 patients in the study, 53.3% were 
women, 75.8% were white, 19.6% were black or African 
American, and 2.7% were Hispanic (Table 1). Overall, 66.1% 
of stroke patients were aged >65 years. Among these patients, 
women were older than men (mean age: 72.0 versus 67.7 years, 
p<0.001), and whites were older than blacks or African Ameri- 
cans (mean age: 72.2 versus 62.4 years, p<0.001). Ischemic 
stroke (65.1%) was the most common stroke subtype, fol- 
lowed by transient ischemic attack (24.0%) and hemorrhagic 
stroke (9.7%). More patients (53.4%) were transported by 
ambulance than by other means (43.6%) (Table 1). 

Information on the time of stroke symptom onset was 
recorded for 7,901 (44.8%) of the 17,643 patients. Among 
these patients, 3,795 (48.0%) arrived at the ED within 2 hours 
of stroke-symptom onset (Table 2). Significantly fewer blacks 
or African Americans (42.4%) arrived within 2 hours of symp- 
tom onset compared with whites (49.5%), and significantly 
fewer nonambulance patients (36.2%) arrived within 2 hours 
of symptom onset compared with patients transported by 
ambulance (56.8%) (Table 2). The median arrival time for all 
patients with known time of onset was 2.0 hours. 

Among the 3,795 patients who arrived at the ED within 
2 hours of symptom onset, 3,491 had data recorded regard- 
ing the interval from ED arrival to receipt of brain imaging. 
A total of 2,275 (65.2%) received imaging within 1 hour of 
ED arrival. Significantly fewer women received imaging within 
1 hour of ED arrival than men (62.9% versus 67.6%, p=0.004) 
(Table 3), and fewer nonambulance patients received imaging 
within | hour compared with patients transported by ambu- 





* The Coverdell registry uses the following racial categories in its data collection: 
white, black or African American, Asian, Native Hawaiian or Other Pacific 
Islander, American Indian or Alaska Native, other, specify (other), and unknown. 
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TABLE 1. Percentage of patients who experienced out-of-hospital strokes* and were admitted through hospital emergency depart- 
ments, by state and selected characteristics — Paul Coverdell National Acute Stroke Registry, January 2005-September 2006 





Georgia 
(n = 2,840) 
Characteristic % 


IMinois 
(n = 3,848) 
°, 


Massachusetts 
(n = 5,782) 
% 


North Carolina Total 
(n = 5,173) (N = 17,643) 


Yo % 


%o 





Sex 

Men 48.3 
Women 51.7 
Age group (yrs) 

18-44 7.9 
45-64 

65-84 

>85 

Race 

White 

Black or African American 

Asian/Native Hawaiian or Other Pacific Islander 

Multiple race 

American Indian or Alaska Native/Other/Unknown 
Ethnicity 

Hispanic 

Non-Hispanic 

Unknown 


Stroke subtype (ICD-9-CMT code) 
Hemorrhagic (430-432) 
Ischemic (433-434) 
Transient ischemic attack (435) 
Acute ill-defined stroke (436) 
Both hemorrhagic and ischemic 


information available regarding 
time of stroke symptom onset 


Arrival mode 
Ambulance 52.9 
Other transportation 42.1 
Unknown 5.0 


46.3 47.2 45.8 
53.7 52.8 54.2 


5.8 3.7 5.6 
27.6 31.0 
50.9 48.4 
15.6 15.0 


77.2 
17.7 
2.0 
2.9 
0.2 





* Excludes patients residing in nursing homes 


International Classification of Diseases, Ninth Revision, Clinical Modification 


lance (56.3% versus 69.2%, p=0.001) (Table 3). No dispari- 
ties among racial groups were observed regarding receipt of 
imaging within | hour of ED arrival (Table 3). Among those 
patients who arrived at the ED within 2 hours, the median 
time from ED arrival to brain imaging was 0.73 hours (43.8 
minutes) (Table 3). 

Reported by: M Frankel, MD, Emory Univ, Atlanta, Georgia 
] Hinchey, MD, Tufts—New England Medical Center; LH Schwamm 
UMD, Harvard Medical School, Boston; H Wall MPH, Massachusetts 


De pt of Publi Health KM Rose PhD Univ of North ( arolina ( hape / 


Hill. MG George, MD, HF McGruder, PhD, A Liban, MPA, ]B Croft, 
PhD, Div for Heart Disease and Stroke Prevention, National Cente 
for Chronic Disease Prevention and Health Promotion, CD‘ 

Editorial Note: For ischemic stroke patients to benefit from 
intravenous t-PA therapy, under current guidelines therapy 
should begin as soon as possible after diagnosis and determi- 
nation of eligibility and within 3 hours of symptom onset (3). 


lhe findings described in this report indicate that fewer than 


half of the patients arrived at the ED within 2 hours of symp- 
tom onset, whereas nearly two-thirds of those who arrived at 
the ED within 2 hours of onset received brain imaging within 
| hour of ED arrival. The findings also indicate that a greater 
proportion of blacks or African Americans, compared with 
whites, had longer prehospital delay times. Previous studies 
have indicated mixed results as to whether race was related to 
prehospital delay (8). Further studies regarding the use of 
ambulances by stroke patients in minority populations are 
needed to determine culturally effective interventions to 
increase the use of ambulances. 

Patients arriving by ambulance had significantly shorter wait 
times for brain imaging. Consistent with previous reports (6), 
approximately half of the patients in the registry population 
arrived by ambulance. Arriving by ambulance might expedite 


triage decisions in the ED and lead to shorter delays before 


brain imaging. Both shorter prehospital and hospital delays 


will increase the proportion of patients with ischemic stroke 
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TABLE 2. Number and percentage of stroke patients arriving at 
the emergency department (ED) within 2 hours of symptom 
onset, by selected characteristics — Paul Coverdell National 
Acute Stroke Registry, January 2005—-September 2006 


Median 
time from 
symptom 





Patients 
arriving at ED 
within 2 hours onset to 

of symptom onset ED arrival 
Characteristic Sample No. (%) p* Hrs pt 


Total 7,901 3,795 (48.0) 2.00 








Sex 
Men 3,832 1,844 (48.1) 0.88 
Women 4,069 1,951 (48.0) 


Race§ 

White 6,211 3,072 (49.5) <0.001 
Black or African 

American 1,345 570 (42.4) 


Arrival mode" 
Ambulance 4,575 2,597 (56.8) <0.001 
Other transportation 3,193 1,156 (36.2) 
* Chi-square test. 
Wilcoxon test. 
, Other racial groups too small for comparison. 
Data missing for 133 patients. 





TABLE 3. Number and percentage of patients receiving imag- 
ing within 1 hour among patients arriving at emergency 
department (ED) within 2 hours of symptom onset, by selected 
characteristics — Paul Coverdell National Acute Stroke Regis- 
try, January 2005—September 2006 


Patients receiving 
imaging within 1 hour 
after arriving at ED 
within 2 hours of ED arrival 
symptoms onset to imaging 
Sample No. (%) p* Hrs pt 
Total 3,491 2,275 (65.2) 0.73 
Sex 
Men 7,685 1,139 (67.6) 0.004 0.68 
Women 1,806 1136 (62.9) 0.78 
Race§ 
White 2,815 1,834 (65.2) 0.85 0.73 
Black or African 533 345 (64.7) 0.72 
American 





Median 
time from 





Characteristic 





Arrival mode" 
Ambulance 2,422 1,675 (69.2) <0.001 
Other transportation 1,029 579 (56.3) 
* Chi-square test. 
Wilcoxon test. 
8 Other racial groups too small for comparison. 
Data missing for 40 patients. 





who can receive brain imaging, t-PA therapy, and early sec- 
ondary prevention therapies and reduce their risk for severe 
disability from stroke. 

Although some missing data might be attributed to record- 
keeping practices, the fact that time of symptom onset was 
recorded for only 44.8% of the stroke patients studied sug- 
gests a need for greater measures to educate the public to rec- 
ognize the symptoms of stroke. Inability of patients to 
recognize stroke onset has been attributed to a lack of pain 
with symptoms and to cognitive, motor, and communication 


deficits (8). In some cases, stroke can even occur during sleep, 


without waking the patient. 

The Brain Attack Coalition (BAC) has proposed designa- 
tion of certain hospitals as Primary Stroke Services (PSS) 
facilities that stabilize and provide emergency care for patients 
with acute stroke (9). BAC recommends that ambulance 
coordination with PSS EDs should be an integral component 
of services to ensure rapid evaluation and transport of acute 
stroke patients to appropriate facilities (/0). Use of coordi- 
nated ambulance services that include advance notification 
to receiving hospitals can increase opportunities for receipt 
of t-PA among those with ischemic stroke (/0). 

The findings in this report are subject to at least three limi- 
tations. First, time of symptom onset was recorded for fewer 
than half of the stroke patients. If delays experienced by 
patients with recorded onset were substantially different from 
those experienced by patients without recorded onset, selec- 
tion bias might have resulted. In addition, this analysis did 
not differentiate between a time of onset when the patient or 
bystander first recognized stroke symptoms and a time when 
the patient was last known to be well before onset of symp- 
toms. This difference might, in part, account for certain 
delays between onset of symptoms and arrival at the ED. Sec- 
ond, the results represent aggregate data from four states and 
are neither a random sample of stroke patients or hospitals 
from these states nor generalizable to other states; regional 
variations might be obscured, including differences in ambu- 
lance use by state. Finally, data were not weighted to reflect 
differences in hospitals, such as the number of stroke admis- 
sions, which might have led to underrepresentation of patients 
treated in smaller hospitals. 

To maximize the number of patients who are eligible to 
receive t-PA, further measures are needed to reduce prehospital 
delays. Specifically, additional actions are needed to increase 
the proportion of patients with acute stroke symptoms who 
are transported to EDs by ambulance (8), such as educating 
the public regarding the signs and symptoms of stroke and 
the importance of telephoning for ambulance transport. Hos- 
pitals are advised to continue to monitor and improve ED 
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process times to reduce hospital delays before brain imaging the need for clinicians to maintain a high index of suspicion 
for acute stroke patients. when evaluating recently vaccinated patients and their family 
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FIGURE. Abdomen and chest of a boy aged 28 months with a 
rash of umbilicated lesions caused by eczema vaccinatum — 
United States, 2007 


Household Transmission of Vaccinia 3 , 
Virus from Contact with a Military er 
Smallpox Vaccinee — 
Illinois and Indiana, 2007 


On March 7, 2007, the Chicago Department of Public 
Health and the University of Chicago Pediatric Infectious 
Disease Service and Infection Control Program notified CDC 
of a child with presumed eczema vaccinatum (EV), a life- 
threatening complication of vaccinia virus infection (/). This 
is the first reported EV case in the United States since 1988 
(2). This report summarizes the epidemiologic and environ- 
mental investigations conducted by local, state, and federal 
public health authorities in Illinois and Indiana to determine 
the source of exposure and to identify and monitor other per- 


sons at risk for vaccinia virus infection. This case highlights Photo/John Marcinak 
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Chicago by real-time polymerase chain reaction (PCR) 
orthopoxvirus generic assay and nonvariola orthopoxvirus 
assay. The results of the assays were positive for orthopoxvirus 
DNA, supporting the clinical diagnosis of EV. The diagnosis 
of vaccinia was confirmed at CDC. 

During March 8-28, the child was treated with a combina- 
tion of immunotherapy and antivirals targeting vaccinia virus. 
The initial treatment included Vaccinia Immune Globulin 
Intravenous (Human) (VIGIV); supportive care included 
sedation, intubation, and mechanical ventilation. Despite these 
interventions, on March 10, the child’s illness had progressed 
to hypothermia and hemodynamic instability requiring vaso- 
pressor support. Antiviral therapies with cidofovir and an 
investigational drug, ST-246 (SIGA Technologies, Corvallis, 


Oregon) under an Emergency Investigational Drug applica- 


tion, were initiated sequentially,* and additional infusions of 
VIGIV were administered. After approximately 1 week of 


interventions, the child began to improve. On April 19, the 
child was discharged home after 48 days of hospitalization; he 
has no known sequelae other than possible scarring of the skin. 

Clinical specimens (e.g., lesion material, blood, and serum) 
collected during the patient's hospitalization were analyzed in 
the CDC Poxvirus Laboratory. All specimens collected dur- 
ing the first 10 days of his hospitalization were positive for 
orthopoxvirus DNA using a real-time PCR assay. Before 
VIGIV administration, serum was positive for antiortho- 
poxvirus immunoglobulin M (IgM) and negative for immu- 


noglobulin G (IgG) by enzyme-linked immunosorbent assay. 


On March 6, the child’s third hospital day, hospital staff 


members noticed that the patient's mother had approximately 
six vesicular lesions on her face; additional lesions subsequently 
developed on her right index finger and near her eyelid. The 
mother had a history of facial acne flare-ups and reported that 
she had rested her cheek on the child’s abdomen while he was 
being treated in the hospital. Lesion material was analyzed by 
IDPHL and found to contain orthopoxvirus DNA signatures. 
The mother was isolated voluntarily in the same room as her 
son; on March 10, she received VIGIV treatment. Within 72 
hours of the initiation of VIGIV treatment, her lesions began 
to scab over. Evaluation of serum collected from the mother 
on March 8 indicated that she had not yet developed an 
antiorthopoxvirus humoral immune response (IgG and IgM 


negative). 


The couple has two other children, one with a history of 
eczema. Both children left the family residence at the time of 


the child’s hospitalization and were cared for by their grand- 





* Cidofovir is administered as a weekly dose as clinically indicated and reserved 
as second-line therapy after VIGIV in the treatment of eczema vaccinatum (3) 
ST-246 is a smallpox drug candidate with specific antiorthopoxvirus activity 
inhibiting virus maturation. 


parents. Neither child had symptoms of vaccinia infection at 
the time of this report. 

Public health and infection-control professionals interviewed 
community contacts, family members, and hospital staff mem- 
bers to identify persons who might have had physical contact 
(i.e., skin-to-skin) with the ill child after February 23 (the day 
before the child’s first possible skin eruption) or the father 
while he was home on leave during February 16-20. Twenty- 
three family contacts, including the two siblings, and 73 health- 


care worker contacts were identified. Persons were monitored 


daily for the onset of contact vaccinia symptoms for 21 days 


after their last potential vaccinia exposure. During this period, 
one person had a rash, and one had fever; neither person had 
vaccinia virus infection. All other potential contacts remained 
healthy throughout the follow-up period; no nosocomial trans- 
mission occurred. Hospital and public health officials recom- 
mended that the mother and child remain isolated until they 
had no more vaccinia scabs. 

Because the child had a rash before being hospitalized, an 
environmental assessment of the family home was conducted 
on March 13 to determine whether viable vaccinia virus was 
still present. Multiple swab samples obtained from the home 
(e.g., from a bathroom washcloth, a slipper, a toy drum, a 
night stand, a booster seat, and an ointment container) and 
from items brought to the child’s hospital room (e.g., an 
infant drinking cup and a car seat) were positive for vaccinia 
virus DNA by real-time PCR assay. Cell culture of samples 
collected from three of these items (booster seat, toy drum, 
and slipper) contained viable virus. Disinfection procedures 
were completed on March 23 and included steam cleaning of 
carpeted areas, disinfection of household surfaces with phe- 
nolics, and hot washing of clothing and linens after a phe- 
nolic presoak. 

Reported by: / Marcinak, MD, S Vora, MD, S Weber, MD, 
K Thomson, PhD, S Garcia-Houchins, Univ of Chicago Comer 
Children’s Hospital; S Gerber, Chicago Dept of Public Health; C Conover, 
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R Panares, MD, B Suter, K Siegfried, Hammond Health Dept; R Teclaw, 
DVM, C Graves, MD, W Staggs, MS, D Allen, MS, K Buffin, MS, 
P Pontones, MA, Indiana State Dept of Health. V Fulginiti, MD, Univ 
of Arizona and Univ of Colorado. L Collins, MD, Walter Reed Vaccine 
Healthcare Center. D Scott, MD, Center for Biologics Evaluation and 
Research, P Patel, RPh, K Chan-Tack, MD, ] DiGiacinto, PharmD, 
Div of Antiviral Products, Food and Drug Admin. I Damon, MD, 
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Editorial Note: This report describes the first documented 
case of EV in the United States since 1988 (2). The epidemio- 
logic investigation and clinical history indicated that second- 
ary transmission of vaccinia virus occurred between the father 
and child. The stage of healing of the father’s vaccination site 
during the exposure period was reported by the father and 
was not clinically confirmed, nor was consistent use of a ban- 
dage. Serologic evidence and clinical history further suggests 
that tertiary transmission might have occurred between the 
child and mother. In addition, the possibility of transmission 
by fomites (i.e., contaminated objects such as toys and tow- 
els) cannot be excluded; the targeted environmental assess- 
ment detected infectious virus more than | week after the ill 
child had left the home. 

The World Health Organization declared smallpox eradi- 
cated in 1979. However, smallpox vaccination was required 
for U.S. military personnel until 1990, when it was discon- 
tinued. After the September 11, 2001, terrorist attacks and 
the 2001 anthrax cases, the U.S. government reinstated small- 
pox vaccination for military personnel and selected health- 
care workers. The U.S. Department of Defense had vaccinated 
approximately 1.2 million persons as of March 2007 

lhe smallpox vaccine contains live vaccinia virus, which 
confers protection against infection from variola virus, the 
cause of smallpox. Vaccinia virus can be transmitted from a 
vaccine recipient to other persons through direct (skin-to-skin) 
contact via material from the unhealed vaccination site o1 
through indirect contact by means of fomites (4—6). Vaccinia 


virus can be cultured from the site of primary vaccination 


t 
—_ sae die oof deal » eenule ,_« 
beginning at the time of development of a papule (i.e., 2-5 
days after vaccination). Generally, a scab forms at the vaccina- 
tion site by day 14 and falls off by day 21 (7). Until the vacci- 
nation scab falls off, a person who has been vaccinated can 
transmit vaccinia virus to others. Persons who are infected 
through contact with a person who has received smallpox vac- 
cination are at risk for the same adverse reactions to smallpox 
vaccination as the vaccine recipient. 

E\ » but se lI ine. A | 

EV is a rare but serious reaction to smallpox vaccine. A his- 
tory of eczema atopic dermatitis regardless of disease Sever- 
ity or activity), or Darier’s disease is a risk factor for EV, both 
for vaccine recipients and their close contacts; having house- 
hold contacts with any of these conditions also is a contrain 
dication Although no data exist to predict the risk for EV 
among such persons, before 1990, the incidence rate for E\ 


after smallpox vaccination was approximately eight to 80 cases 





per 1 million vaccinations (8). The introduction of intramus- 
cularly administered vaccinia immune globulin treatment was 
estimated to have reduced EV-associated mortality from 30%- 
40% to 7% (9). Licensed in 2005, VIGIV is the only product 
available that is approved by the Food and Drug Administra- 
tion for treating patients with EV (8). 

Consistent with current Advisory Committee on Immuni- 
zation Practices guidelines to prevent transmission of vaccinia 
from vaccinated persons to close personal contacts, persons 
who have been vaccinated should wear long-sleeved clothing 
and cover the vaccination site with gauze or a similar semiper- 
meable dressing until the scab separates from the skin inde- 
pendently (i.e., without assistance from the person) (3). 
Vaccinated persons should not share towels or clothing with 
others and should wash their hands with warm, soapy water 
or a hand-rub solution containing >60% alcohol immedi- 
ately after they touch their vaccination site or change their 
vaccination-site bandages (3). Contraindications to smallpox 
vaccination should be considered before the administration 
of vaccine; these include pregnancy, immune-compromising 
conditions (e.g., human immunodeficiency virus infection), 
or a chronic skin disease such as eczema. Having household 
contacts with any of these conditions also is a contraindica- 
tion. Agencies whose health-care providers administer small- 
pox vaccine should periodically assess the effectiveness of 
vaccine-related education for these providers and for the vac- 
cine recipients. 

Phe administration of smallpox vaccine to this service mem- 
ber and his subsequent contact with his family are under 
investigation by the U.S. military, which will determine 
whether screening and education practices need to be modi- 
fied (/0). Health-care workers treating patients with EV, gen- 
eralized vaccinia infection, or progressive vaccinia infection 
should follow contact precautions until patients’ scabs have 
separated. Clinicians should maintain a high index of suspi- 
cion for vaccinia when evaluating vesiculopapular rashes in 
patients who have been vaccinated recently and in their close 
contacts. Suspected cases of vaccinia should be reported to 
state or local health departments and to the Vaccine Adverse 
Events Reporting System online (http://vaers.hhs.gov) or by 
telephone (800-822-7967). Laboratories that are part of the 
Laboratory Response Network (LRN) (http://www.bt.cdc.gov 
Irn) have the ability to assess clinical specimens for the pres- 
ence of orthopoxvirus DNA signatures. Specimens from the 
LRN can be forwarded to the CDC Poxvirus Laboratory fot 


species confirmation. 
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Notice to Readers 





Recreational Water Illness Prevention 
Week — May 21-27, 2007 


The third annual National Recreational Water Illness Pre- 
vention Week is scheduled for May 21-27, 2007, at the onset 
of swimming season, to raise awareness regarding the poten- 
tial for spread of infectious diseases at swimming venues and 
the need to improve prevention measures. An estimated 8.1 
million swimming pools are available for private or public use 
in the United States (/). Each year, U.S. residents make an 
estimated 360 million visits to recreational water venues (e.g., 
swimming pools, spas, lakes, and oceans), making swimming 
the second most common physical activity (after walking) in 
the country and the most common among children (2). The 
number of waterparks has increased to approximately 1,000 
in North America, with another 600 elsewhere around the 
world. Approximately 73 million visits were made to North 
American waterparks in 2004, and the number of visits 
increased by 3%-—5% during the preceding 5 years (3). Recre- 
ational water illnesses (RW1Is) are spread by swallowing, breath- 
ing, or having contact with contaminated water from 
swimming pools, spas, lakes, rivers, or oceans (4). The most 
commonly reported RW] is diarrhea caused by pathogens such 
as Cryptosporidium, Giardia, Shigella, and Escherichia coli 
O157:H7. Children, pregnant women, and persons with com- 
promised immune systems are at greatest risk. Infection with 
Cryptosporidium can be life threatening to persons with weak- 
ened immune systems (5). Other RWIs can cause various ail- 
ments, including skin, ear, eye, respiratory, wound, and 


neurologic infections. 


During 1978-2004, a steady increase in RWI outbreaks in 
the United States resulted in approximately 30,000 illnesses 
(6). This increase likely can be attributed to a combination of 
increased water usage, improved outbreak detection, and 
increased disease transmission. The spread of RWIs is facili- 
tated by emergence of chlorine-resistant pathogens such as 
Cryptosporidium (6), poor pool maintenance (7), and low 
public awareness of the problem (8). Recommendations for 
public swimming pools include improved operation, train- 
ing, and public education to protect swimmers from infec- 
tious-disease transmission. 

Public health agencies and officials are encouraged to be- 
come involved in Recreational Water Illness Prevention Week 
by engaging the public, local aquatic operators, and the 
media in prevention activities. Suggestions for promoting 
healthy swimming are available at http://www.cdc.gov/ 
healthyswimming/tools.htm. Additional information for 
public health professionals, aquatics staff members, and the 
general public is available at http://www.cdc.gov/healthy 
swimming and hetp://www.cdc.gov/healthyswimming/ 
rwi_prevention_week.htm. 
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Notice to Readers 





Click It or Ticket Campaign — 
May 21-June 3, 2007 


During 2005, motor-vehicle crashes resulted in 33,041 


deaths to vehicle occupants (excluding motorcyclists), and 
nearly 3 million occupants were treated for injuries in emer- 
gency departments in the United States (/,2). Safety belts, 
child safety seats, and booster seats can prevent serious injury 


and death during a crash. 
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Despite the demonstrated effectiveness of occupant restraints 
in motor vehicles, millions of adults and children travel unre- 
strained. Certain age groups are less likely to be restrained 
than others. For example, in the United States, children aged 
+~7 years are less likely than younger children to be restrained. 


In 2006, 22% of children in this age group were unrestrained, 


compared with 11% of children aged 1-3 years and 2% of 


infants (3). Furthermore, restraint use among children aged 
4-7 years decreased from 83% in 2002 to 78% in 2006 (3,4). 
CDC recommends booster seats for children who have out- 
grown their child safety seats but are less than 4 feet, 9 inches 
tall (5). Children whose drivers are wearing a safety belt are 
more likely to be restrained than those whose drivers are not 
wearing a safety belt (3). Therefore, increasing adult use of safety 
belts through enforcement of safety belt laws might also in- 
crease the numbers of children who are restrained (6). 

Click It or Ticket, May 21—June 3, 2007, is a national cam- 
paign that is coordinated by the National Highway Traffic 
Safety Administration to increase the proper use of safety belts 
and child restraints. Law-enforcement agencies nationwide will 
participate by conducting intensive, high-visibility enforce- 


ment of safety belt and child restraint laws. 


Additional information regarding Click It or Ticket activi- 
ties is available from the National Highway Traffic Safety 


Administration website at http://www.nhtsa.gov. Additional 


information on child passenger safety is available at http://www. 


cde.gov/ncipe/factsheets/childpas.htm; information on pre- 
venting motor-vehicle crash injuries is available at http://www. 
cdc.gov/ncipc/duip/mvsafety.htm. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending May 12, 2007 (19th Week)* 





-year 
Current Cum baad Total cases reported for previous years 
Disease week 2007 average’ 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 
Anthrax _ — 1 — - — 2 
Botulism 
foodborne - g 3 2 
infant 7 69 UT. (1) 
other (wound & unspecified) s 47 30 AZ (1) 
Brucellosis 1 1 NC (1), CA (2) 
Chancroid 3 LA (1) 
Cholera = 
Cyclosporiasis i 3 7 FL (1) 
Diphtheria 
Domestic arboviral diseases** 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic 519 é 1 NY (1) 
human monocytic 5 5 : 3 2 Mi (1), MO (1), NC (1), TN (1), TX (1) 
human (other & unspecified) . J 
Haemophilus influenzae,** 
invasive disease (age <5 yrs) 
serotype b 
nonserotype Db 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs) 
Influenza-associated pediatric mortality 
Listeriosis 
Measies™ 
Meningococcal disease, invasive*** 
A.C. Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 


Poliomyelitis, paralytic 
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Poliovirus infection, nonparalytic 

Psittacosis 

Q fever 

Rabies, human 

Rubella 

Rubella, congenital syndrome 

SARS-CoV 

Smallpox 

Streptococcal toxic-shock syndrome 

Syphilis, congenital (age <1 yr 

Tetanus 

Toxic-shock syndrome (staphylococcal) 
Trichinellosis 

Tularemia 

Typhoid fever 

Vancomycin-intermediate Staphylococcus aureus 
Vancomycin-resistant Staphylococcus aureus 
Vibriosis (non-cholera Vibrio species infections 
Yellow fever 
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—: No reported cases N: Not notifiable. | Cum: Cumulative year-to-date counts 
* Incidence data for reporting years 2006 and 2007 are provisional, whereas data for 2002, 2003, 2004, and 2005 are finalized 

Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.pdf 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are availabie at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
Includes both neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table || 
Data for H. influenzae (all ages, all serotypes) are available in Table II 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 
Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. A total of 58 cases were reported for the 2006-07 flu season 
The one measles case reported for the current week was indigenous 
Data for meningococcal disease (all serogroups) are available in Table || 
No rubella cases were reported for the current week 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Chiamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 11,098 19,916 25,550 341,530 366,652 127 151 661 2,884 839 


New England 569 673 1,360 11,798 11,356 39 
Connecticut 266 829 2,989 2,835 
Maine 49 74 919 766 
Massachusetts 15 604 5,650 5,414 
New Hampshire < 69 713 667 
Rhode Isiand 5 108 1,237 1,225 
Vermont 2 45 290 449 
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Mid. Atlantic y 2,57 281 50,747 44.790 
New Jersey 7 541 5,132 7,022 
New York (Upstate) 6 : 2,745 9,009 8,139 
New York City 523 15,633 15,268 
Pennsylvania 1,46 331 20,973 14,361 


E.N. Central 5,184 60,160 62,777 
Ilinois 270 16,266 20,281 
Indiana 27 5 644 7,652 7,559 
Michigan f ] 225 13,203 10,989 
Ohio ] g 648 16,439 16,006 
Wisconsin ] 528 6,600 7,942 


W.N. Central 22 445 17,831 22,597 
lowa 22 5 238 3,106 3,143 
Kansas 6 5 266 2,886 3,002 
Minnesota x 314 3,379 4,822 
Missouri 628 5,220 8,098 
Nebraska 7 185 1,890 1,867 
North Dakota 64 446 709 
South Dakota g : 84 904 956 
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S. Atlantic 802 7,061 51,287 70,136 
Delaware - q 111 1,287 1,310 
District of Columbia 97 161 1,967 1,087 
Florida 187 3,300 17,086 
Georgia 811 7,608 12,294 
Maryland 2 3 669 5,616 7,396 
North Carolina € 1 11,205 13,334 
South Carolina 2,105 10,184 8,042 
Virginia 97 g 5 9,149 8,499 
West Virginia 971 1,088 
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E.S. Central g : 28,218 27,914 
Alabama g 6,366 9,032 
Kentucky x g 2,752 3,561 
Mississippi . 4 8,477 6,107 
Tennessee 5 ‘ 7( 10,623 9.214 
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W.S. Central 2 3 40,048 40,974 
Arkansas 3,143 3,003 
Louisiana 5 1 5,210 6,244 
Oklahoma ( 4,641 014 
Texas 91 27,054 713 


Mountain 36 5 19,945 877 
Arizona 6,455 7,187 
Colorado 64 3 5 3,229 5,748 
Idaho 5 1,263 169 
Montana ! 895 861 
Nevada 136 7 3,327 2,816 
New Mexico 2,591 713 
Utah 1,750 836 
Wyoming 6 435 547 


Pacific 61,496 231 
Alaska 7 7 1,558 520 
California : : 48,166 425 
Hawaii 1,772 2.119 
Oregon x 3 3,386 522 
Washington 3 6,614 5,645 
American Samoa U 
C.N.M.1 _ U 
Guam — — 
Puerto Rico 150 114 235 
U.S. Virgin Islands U 4 9 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 

* Incidence data for reporting years 2006 and 2007 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly 
. Chiamydia refers to genital infections caused by Chlamydia trachomatis : 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes’ 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med 2007 week Max 2007 2006 week Med Max 2007 
United States 143 - 4,509 : 3,465 5,€ 8.970 108,394 123.856 2 148 
New England 2 8 ‘ 183 8 1,899 1,943 y 12 31 
Connecticut 2 70 3 544 713 6 20 


Maine 1 49 2 8 5 4 6 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 124 8 1,377 319 1,340 1,475 10 109 456 


New England 19 72 21 47 13 
Connecticut 3 13 10 21 
Maine’ 2 4 1 8 
Massachusetts 1 47 = 14 
New Hampshire 15 
Rhode Island* 2 
Vermont? 2 


Mid. Atlantic 18 
New Jersey 4 
New York (Upstate) 12 
New York City 10 
Pennsylvania 4 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 
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Minnesota 
Missouri 
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South Dakota 
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Florida 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

, Data for acute hepatitis C, viral are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Meningococcal disease, invasive' 
All serogroups 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 2006 week Med Max week Med Max 2007 2006 


United States 77 251 1,029 1,990 2,195 


New England 22 255 113 130 
Connecticut 227 44 56 
Maine 39 18 31 
Massachusetts 3 — 26 
New Hampshire 97 9 
Rhode Isiand 93 - 1 
Vermont 15 7 


Mid. Atlantic 570 491 
New Jersey 380 
New York (Upstate) 599 
New York City 19 
Pennsylvania 493 


E.N. Central 157 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
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Texas 


Lyme disease Malaria 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 

* Incidence data for reporting years 2006 and 2007 are provisional 

~ Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week 2007 2006 Med Max 2007 2006 week Med Max 2007 


United States 2,297 4,983 174 1,200 1,897 10 114 202 


New England 80 25 168 208 _ 
Connecticut 17 14 57 47 
Maine’ 32 8 28 29 
Massachusetts — 7 — 105 
New Hampshire 15 13 — 
Rhode Isiand' — 15 6 
Vermont' 16 55 21 


Mid. Atlantic 412 121 
New Jersey - 46 — 
New York (Upstate) é 249 
New York City - — 
Pennsylvania 117 


E.N. Central 533 
lilinois - 61 
Indiana d 11 
Michigan 106 
Ohio 288 
Wisconsin — 67 
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Maryland' 

North Carolina 
South Carolina’ 
Virginia’ 
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Mississippi 
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Texas' 








nN 
w 
a 
o 
= 
nN 
wo 


@ 


=—ONONNW 
oooo°co°co 


lon 


24 
97 


22 
3 
2 
4 


COON WH00f NOON LS 
-—-NOo WW 


| 
| 


-O°oo— 
—~b-+$-LhD SPWNHND OW-CCO 
NM 


| 


— 


_ 
oCOOUNN ~-—-W 
oO 


48 
59 
27 
8 
4 
14 


hOO=HUN ONHDMH$DCOCOCONM COCOONCOCOON COOCCO-— 


fo] 


fo) 
N=-$-ON NONOHOUL-ON 


—--$WO+-NhO0COWM COC0O-ON0OO OO 


Dm ONWONOCHLOON CO Ff00 4N 


nN 


~); +N & 
o;1oo wm 
Nm 


| 


wo 
OnNOoOWo @©2-40 


ise) 


Mountain 
Arizona 
Colorado 
Idaho’ 
Montana’ 
Nevada’ 
New Mexico! 
Utah 
Wyoming’ 


@ = 
“ONO H]HNOh £2OOHD WOO 
~ 
ur 
iy?) 
a 


WwW 
—h 


NOW HOH —$-$-NSLOOCW 
~) 
| > 


nN 
} 
lane nwa! an 


> 
=~|Inwl 


Pacific 
Alaska 
California 
Hawaii 
Oregon’ 
Washington 


N 


N+ Oo 
Nm 
NM 
=t 


N 


Nm 
NM 
Oouwnww wBoawoaoon 


as 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico 1 
U.S. Virgin Islands 0 


lo COOWOSs CDOCCCOCOCOHN COOCOON NOO-F 
NO 


lo coocco COCO OOCOSCDO COCO= 


lo ano 
i oe 

lo 

lo ono 


= ul 
co! lo Oo-000- $ONONWHNFS OWHNO! 
| 


eza2ece 212! 2 
ezzce z2i zi zi 
e¢zzcc 2Z2-2-2/| Z2- 


oo | 
oo 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Salmonellosis Shiga toxin-producing E. coli (STEC)' Shigellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area Max 2007 2006 week Med Max 2007 2006 week Med Max 
United States 286 1,340 9,246 10,317 38 177 694 706 186 
1 101 
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New England 84 197 862 1 

Connecticut 83 83 503 

Maine 14 35 24 

Massachusetts 53 294 

New Hampshire 6 35 

Rhode Island 5 28 
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Vermont 16 
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Mid. Atlantic 6 189 
New Jersey ¢ 50 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 

Includes E. coliO157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Streptococcus pneumoniae, invasive disease’ 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 


United States 91 969 30 


New England 72 
Connecticut 35 
Maine 8 
Massachusetts 
New Hampshire 
Rhode Isiand*® 
Vermont? 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
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South Dakota 
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Delaware 

District of Columbia 
Florida 
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South Carolina 
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West Virginia 
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Kentucky 
Mississippi 
Tennessee 
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Arkansas‘ 
Louisiana 
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Texas 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 


U: Unavailable. —:Noreportedcases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 


Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
. (NNDSS event code 11717) 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant‘ 


All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 


United States 25 1,064 1,174 


New England — 70 
Connecticut - 56 
Maine 3 
Massachusetts — 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 


Wisconsin 
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Minnesota 
Missour 
Nebraska 
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South Dakota 
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Delaware 
District of Columbia 
Florida 
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Mississippi 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 
Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending May 12, 2007, and May 13, 2006 
(19th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Non-neuroinvasive‘ 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 2006 week Med Max 2006 week Med Max 
United States 814 798 1,547 17,325 21,842 178 


New England 121 290 1,382 
Connecticut 76 1 802 
Maine* - 17 — 125 
Massachusetts 1 — 92 
New Hampshire 43 57 
Rhode Island" 0 — 
Vermont 66 


Mid. Atlantic 193 
New Jersey 0 
New York (Upstate) 0 
New York City 0 
Pennsylvania 193 


E.N. Central 568 
Illinois 11 
indiana - 0 
Michigan 258 
Ohio 449 
Wisconsin - 57 
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Mississippi 
Tennessee" 


W.S. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
s for California pee. eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
4 associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities. week ending May 12, 2007 (19th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Ages 





Reporting Area 


>65 Lawes snsiel onl <1 





P&lt 
Total 


Reporting Area 





All 
Ages 


>65 aol 25-44 | 1-24 <1 








New England 483 
Boston, MA 135 
Bridgeport, CT U 
Cambridge, MA 18 
Fall River, MA 26 
Hartford, CT 53 
Lowell, MA 23 
Lynn, MA 16 
New Bedford, MA 28 
New Haven, CT 39 
Providence, Rl 21 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 

on, OH 

ago, IL 
Cincinnati, OH 
Cleveland, OH 
Coiumbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
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Gary, IN 

Grand Rapids, MI 
indianapolis, IN 
Lansing, Ml 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 

Des Moines, IA 

Duluth, MN 

Kansas City, KS 

Kansas City, MO 

Lincoln, NE 

Minneapolis, MN 

Omaha, NE 

St. Louis, MO 80 
St. Paul, MN 46 
Wichita, KS 78 


323 98 31 22 
80 30 12 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 
Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
,olorado Springs 
Denver, CO 

Las Vegas, ! 


Ogden, UT 


Salt Like City 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresnc CA 
Glendale 
Honolult 

Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


1,151 717 265 
U U U 
151 81 38 
133 84 31 
232 61 
89 43 25 
53 33 
43 24 
79 56 
46 30 
186 
123 81 
16 10 
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U: Unavailable 


No reported cases 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


' Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week Complete counts will be available in 4 to 6 weeks 
‘ Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


** Total includes unknown ages 


populations of 


>100,000. A death is reported by the place of its 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals May 12, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 

Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 

Measles 

Men mgococcal disease 


Mu mps 





1 


Ratio (Log scale)” 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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